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CHEST AND ABDOMEN. 

I. On the Diagnosis of Carcinoma of the Pancreas. By 
Dr. N. Musineci (Naples, Italy). The writer concludes as follows: 

1. The diagnosis ot carcinoma .of the pancreas is difficult in the 
majority of cases, as it is most easily confounded with neoplasms of 
other organs. 

2. Diagnosis by exclusion is the best method of diagnosing disease 
of the pancreas in general, and carcinoma in particular. 

3. Icterus is present from the beginning of the disease. The pres 
ence of a tumor, which site coriesponds to that of the pancreas, the 
finding of fat in the feces and sugar in the urine are facts of great 
value in the majority of cases in making a diagnosis. 

4. The presence of these signs, although of great diagnostic value, 
does not enable one to determine the primary origin of the neoplasm, 
as the transmission of cancerous nodules from one organ to another is 
the rule, and we have no means of knowing whether the pancreas, 
liver or stomach were primarily affected .—Gazzette degli Ospetali 
1890, Nos. 81, 82 and 83. 

II. Chylous Ascites and Carcinoma of the Pancreas, 
By Dr. Santi Flavio (Turin, Italy). All writers agree that the diag¬ 
nosis of carcinoma of the pancreas is a matter of great difficulty. 
Prof. B. Mugnai in a recent mongraph on the pancreas, (Collezione 
ilaliane di letture sulla medicina, series v, No. 9.) says that the diagno¬ 
sis of this affection is “most difficult and rarely possible.” Dr. N. 
Musineci, in a communication which appeared in the Gazzette degli 
Ospetali , Nos. 81, 82 and 83, 1890, came to the conclusion that a di¬ 
agnosis in the majority of cases is hardly to be made, and that diag- 
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nosis by exclusion is the best method. Icterus, the presence of the 
tumor corresponding to the site of the pancreas, fat in the feces and 
sugar in the urine are the most important symptoms. 

The writer calls attention to a symptom as yet unobserved in this 
disease, namely, the presence of chylous ascites. Among 3,233 cases 
treated from 1SS3—S9 in the Ospedale Afaggtore di San Giovanni in 
Turin, Italy, there were only two cases of carcinoma of the pancreas. 
Both of these were accompanied by chylous ascites; this special form 
was not observed in any other case. Hence, the writer does not re¬ 
gard it as a mere coincidence, but would explain its presence by the 
contiguity of the head of the pancreas with the thoracic duct, which 
passes behind this gland and along the vertebral column. An abnor¬ 
mal development of the pancreas would cause it to press upon the 
thoracic duct and consequently lead to its rupture and the passage of 
chyle into the peritoneal cavity. Rupture is not a necessary conse¬ 
quence as extravasation might also take place by diapedesis. 

It would seem strange that a symptom so constant in these two 
cases should have been overlooked as yet by all observers. The 
writer is quite certain that it must have been present in many cases of 
cancer of the pancreas and yet passed unobserved. Ruggi ( GiornaU 
internazionale di scienze mediche , 1890) reports a case in which he 
noted the presence of ascites, but he speaks of this as of minor im¬ 
portance. In such cases the ascitic fluid might be largely serous and 
require the microscope to reveal the fatty globules.— Gazzetlae deg It 
Ospetaliy No. ti, p. 84, 1891. 

III. A New Method of Suturing the Intestine, with Ex¬ 
act and Rectilinear Apposition of the Margins. By Dr. D. 
Morisani (Naples). The writer has devised a method of suturing the 
intestine which promises to overcome the disadvantage of Lembert’s 
suture, namely, of the rolling in of the line of sutures. He proceeds 
as follows: The entire mucous layer of the cut and flattened end of 
the intestine is so seized with a clamp that its entire circumference, 
after it has been slightly drawn out, may be clipped at one cut with 
the scissors. This is easily done if the small intestine be not dilated. 
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If this be the case then a narrow ring of mucous membrane must be 
excised with the pincette and scissors. By this process one obtains a 
margin composed only of the serous and muscular layers, while the 
mucous stratum lies a few millimeters within the intestinal tube. The 
margins are then apposed; the needle is so introduced through the 
serous layer, that the puncture comes to lie two or three millimeters 
behind the line corresponding to the margins of the mucous layer. 
The needle then passes obliquely on through the muscular layer to 
penetrate the layers of the opposite tube in the contrary direction, 
viz., muscular and serous layer, and appear beyond the line of the mu¬ 
cous layer. Sutures are then introduced in the above way around the 
entire circumference of the intestine at a distance of three millimeters, 
one from the other. They are then tied. Care should be taken that 
the muscular layer lie against muscular layer and the sutures only be 
drawn tight enough to bring one mucous layer in contact with the 
other. Exact contact of the mucous margin sutures secures the su¬ 
tures against infection. This single row of sutures is sufficient to 
closely coapt the margins; supplementary sutures in the serous coat 
are unnecessary, as the surfaces of the wound lie well and broadly 
against each other. The writer cites three cases of incarceration of 
the intestine treated by resection, which, as regards the intestine, 
had an uneventful course_ II Progresso Medico , 1S89. 

F. II. FRITCHARD (Boston). 

IV. A Case of Ileo-Caecal Intussusception in an Adult 
Treated Successfully by Laparotomy and Reduction. By 
Norman Dalton, M.D. (London), and W. Watson Cheyne, F.R.C.S. 
(London). A woman, tet. 26, suddenly began to experience attacks 
of sharp abdominal pain, recurring about twice an hour and with most 
of them she vomited a greenish material. During the day the bowels 
opened freely. Upon examination, a slightly tender, sausage-like 
mass was felt in the right iliac fossa. On the following day the at¬ 
tacks were less severe and more infrequent, due to opiates, but she 
had passed two large pultaceous motions, consisting chiefly of blood, 
partly dark and partly red. 
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The tumor was now very evident, cylindrical, about as thick as a 
German sausage, and about three inches long; it lay in the right iliac 
fossa, with its long axis directed upward and to the right, but it was 
freely movable, and could be shifted into the right lumbar region and 
also into the umbilical region. It was slightly tender although palpa 
tion over all other points in the abdomen was entirely painless. 

Intussusception having been diagnosed, abdominal section was per¬ 
formed, an incision three inches long being made in the middle line 
from a little below the umbilicus downward. The peritoneal cavity 
having been opened, the tumor, which was very freely movable, was 
found to be an ileo ctecal invagination, and a cautious attempt was 
made to pull out the invaginated portion. As this was not successful, 
the incision was enlarged sufficiently to enable the hand to grasp the 
tumor. There was then no further difficulty in squeezing out the in¬ 
vagination. The wall of the affected portion of the gut, especially of 
the caecum, was much thickened by inflammatory exudation, but 
though the peritoneal surface was dull there was very little lymph on 
it. Without washing out the peritoneal cavity, the wound in the peri¬ 
toneum was closed by a continuous catgut suture, and the muscles and 
skin brought together by interrupted sutures, over which antiseptic 
dressings were applied. The patient reacted well. Milk diet with a 
giain of opium every four hours, was continued for but two or three 
days , after which under an increased diet, she progressed rapidly, hav¬ 
ing a free movement of the bowels after an enema about a week later, 
on which day the wound was found to be healed. The patient was 
discharged cured 20 days alter admission. 

Dr. Dalton remarks that the patient attributed the attack to great 
nervous excitement and depression produced by a domestic quarrel, 
and expresses his belief that the emotion may have affected the ab¬ 
dominal sympathetic in such a way as to cause the irregular intestinal 
contractions to which intussusception is due. The frequency of in¬ 
tussusception in children, who are obviously emotional subjects, and 
its rarity in adults, when not due to polypi, tends to strengthen this 
theory. It is worthy of note that after the wound was sewed up, the 
tumor could still be felt through the abdominal wall almost as dis- 
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tinctly as before the operation; this was due to the thickening of the 
wall of the gut by congestion and exudation, not a recurrence of the 
invagination .—London Lancet , Nov. 29, 1890. 

V. A Case of Successful Laparotomy for Acute Intes¬ 
tinal Obstruction. By Edward J. Cave, M.D. (Crewkerne, Eng.) 
A man, aat. 55, was suddenly seized with severe abdominal pain and 
vomiting. This continuing and the bowels failing to move, soap and 
water enemata were tried ineffectually. Palpation of the abdomen re¬ 
vealed nothing. On the following day the conditions still persisted, 
the vomiting becoming stercoraceous. Accordingly, the abdomen was 
opened by a median incision, 3^- inches long. A part of the small in¬ 
testines were seen to be distended and dark, while others were empty; 
tracing up the empty coils for a few feet, a strangulation was quickly 
found, consisting of a firm tough cord, about an eighth of an inch in 
diameter, attached to the inner aspect of the umbilicus, and passing 
downward and backward, its deep attachment not being determined; 
this band lay over the small intestines, tightly strangulating it against 
the posterior abdominal wall. It was divided on a fiat director, when 
the gut immediately sprang up with a sharp indentation on its anterior 
aspect, where the cord had constricted it. The bowel was in that vi¬ 
cinity of a dark maroon color, with a slightly granular surface. The 
peritoneum contained a considerable quantity of dark blood-stained 
serum, which was washed out with a gallon or two of hot water poured 
from a large jug, and the wound closed in the ordinary way with in¬ 
terrupted sutures of chromic gut and dressed with protective, a layer 
or two of wet gauze, and a pad of sublimated wood wool, supported 
by strips of adhesive plaster. The convalescence was delayed a little 
until, on the sixth day, rectal injection produced a copious fsecal dis¬ 
charge. The wound was dressed first on Tuesday, and next three 
days later, when the wound was found to be quite well consolidated. 
Two days later he got up. The constricting band appeared much as 
if it might be the remains of the vitelline duct, and if such was the 
case, the lumen was obliterated .—London Lancet, Dec. 6, 1890. 



CHEST AND ABDOMEN. 5 11 

VI. Intestinal Obstruction Caused by Tumor; Ileos¬ 
tomy; Disappearance of Tumor; Subsequent Enterorrha- 
phy and Recovery. By J. Greig Smith, F.R S.E. (Bristol). The 
fact of a solid abdominal tumor of considerable size disappearing 
spontaneously after abdominal section makes so great a demand upon 
the reader’s credulity that the author relates this case with the fullest 
detail. A man, set. 25, had felt pain in the hypogastrium for seven 
weeks, during which time he had suffered frequent attacks of vomiting. 
Examination of abdomen showed a dull area measuring two inches in 
diameter, a little above the left anterior superior iliac spine; in this 
dull area, a hard mass could be distinctly felt, but, on account of the 
abdominal distension and the muscular rigidity, could not be fully pal¬ 
pated; it could just be felt by the finger in the rectum. It becoming 
evident afier a few days’ careful observation that intestinal obstruction 
from pressure was rapidly coming on, as a result of the tumor, lapa¬ 
rotomy was performed by an abdominal incision, beginning 1+ inch 
below the umbilicus, and 2 inches long; the parietal peritoneum was 
thickened and vascular, chiefly toward the left. Occupying the left 
side of the abdomen, and extending from the pelvis upward toward the 
umbilicus, was a hard rounded tumor as large as a cocoanut, to which 
several coils of small intestine*were firmly adherent. The growth was 
fixed below and could not be moved from its position. The abdomi¬ 
nal opening being dragged to the left the growth was exposed to view, 
and was seen to be covered with thickened peritoneum of a dusky 
hue and with large vessels coursing over it. An aspirator or needle 
inserted into its substance showed it to be solid, the puncture bleed¬ 
ing rather freely. A piece of distended ileum as close to the tumor 
as possible was pulled to the surface and fixed to the abdominal 
wound, with a view to subsequent opening. Fixation was made by 
two sutures passing through the parietes and outer coats of the bowel, 
and fixed to strapping at the sides of the wound. There was no su¬ 
turing of parietal peritoneum to the skin, and no sutures were placed 
in the incision beyond the two, which also passed through the outer 
coat of the bowel. The wound and the patient did well, so that on 
the third day after the abdominal section, the gut was opened and a 
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No. 8 celluloid catheter bent in hot water to a sigmoid curve was 
passed into its lumen, an India rubber tube attached to its outer end 
conveying the intestinal contents into a bottle placed by his side. The 
bowel was firmly adherent to the parietes, and there was no fouling 
of the wound by escaping fluids during the opening of the bowel. The 
free escape of feces through this opening soon relaxed the abdominal 
walls so that the tumor could readily be palpated; it was perfectly 
solid, globular in shape, nearly as large as a child’s head at birth, and 
had a macroscopic characteristic ordinarily associated with sarcoma. 

The patient from this time reported at occasional intervals, during 
which time the discovery that the tumor was gradually diminishing in 
size occasioned great surprise. And about a year later it was finally 
found to have disappeared altogether. Five months later the fecal 
fistula was closed by an enterorrhaphy, during which the fingers inside 
of the abdomen could find no trace of the tumor .—London Lancet , 
March 21, 1891. 

VII. Surgery of the Appendix Vermiformis. At the 
meeting of the Clinical Society of London, February 13, 1891, several 
interesting reports involving the surgery of the vermiform appendix 
were made. 

Herbert W. Allingham, F.R.C.S. (London) reported a case of 
a boy, aet. 15, who complained of internal pain in the abdomen, which 
he attributed to a fall the day before; the temperature was 100 6° F., 
pulse rather feeble, tongue furred and a little dr} 7 , the abdomen below 
the umbilicus was tense and tender, but not to any extent, but there 
was no marked tenderness, fullness or pain over the caecal region. 
Catherization obtained clear and bloodless urine. The symptoms be¬ 
ing rather obscure, an exploratory median abdominal incision was 
made; on opening the peritoneum pus welled up into the wound 
and there were evidences of commencing peritonitis. The intestine 
not being found to be wounded attention was at once turned to the cae¬ 
cum and appendix; the latter was observed to be closely adherent to • 
the former and to be perforated by a ragged ulcer and by it were two 
fecal concretions. The appendix was separated from the gut, liga- 
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tured with firm silk at its base and cut away; there were no evidences 
of previous inflammation about the caecum. The abdomen was care¬ 
fully washed out with warm water, glass drainage tube inserted, and 
the abdomen closed with silkworm gut sutures. Patient made a com¬ 
plete recovery after a prolonged convalescence. 

J. Bland Sutton, F,R.C S. (London), reported four cases: (i) A 
man, set. 24. presented unmistakable signs of appendicitis. A lat¬ 
eral incision exposed the appendix lying adherent to the anterior as¬ 
pect of the caecum; its middle third had sloughed forming an abscess 
containing several ounces of pus. The appendix was removed, the 
stump sutured and the peritoneal cavity flushed with warm water, the 
patient making an uninterrupted recovery. (2) A man, aet. 22, came 
under ihe author’s care as a case of renal colic. He had had three 
attacks previously, the first, two years ago, diagnosed as typhlitis and 
the second as ruptured muscle. Careful examination showed the 
disease clearly to be “relapsing appendicitis.” The caecum was ex¬ 
posed by a lateral incision and the appendix found to be slightly ad¬ 
herent to the brim of the pelvis, filled with pus and with its lumen ob¬ 
structed. The appendix was cut off, the end carefully sutured, the 
muscles drawn together by gut sutures and the skin closed in the 
usual manner. The patient left the hospital convalescent on the four 
teenth day. (3) Another patient supposed to be affected with renal 
colic; upon examination under chloroform, was diagnosed to be a case 
of post-csecal abscess, probably secondary to inflammation of a verti¬ 
cal retro-cascal appendix. Abdominal section revealed an appendicis 
lying vertically behind the cmcum, with its middle third sloughed. 
The pus was washed away, the stump of the appendix sutured and a 
drainage tube inserted. The patient left the hospital convalescent. 
(4) A man, set. 19, had typical sign-* of typhlitis, and the presence of 
pus became indicated; a lateral incision gave exit to a large quantity 
of pus from the iliac fossa; the tip of the appendix had sloughed. As 
the rest of the appendix was dilated, it was cut off, its end closed by 
three gut sutures and the wound stuffed with iodoform gauze. On the 
eighth day a small fistula formed in the colon, allowing gas to escape, 
but this became closed as the wound cicatrized, and the patient left 
convalescent. 
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Three of these cases were examples of acute and one of chronic re¬ 
lapsing appendicitis and all illustrated the importance of early opera¬ 
tion. 

Frederick Treves, F.R.C.S. (London), remarked that the “medi¬ 
cal” treatment of typhlitis was successful in many cases and to treat 
all these cases surgically would only lead to disaster. The great ma¬ 
jority of cases which had come into the London Hospital during the 
last ten years had recovered under medical measures, and there was 
no doubt that the epidemic of removal of appendices which had pre¬ 
vailed in some quarters had been extreme. If mere acuteness of 
symptoms were a guide to operation, many cases would be dealt with 
where no disease of the appendix would be found; on the other hand, 
he had known of cases where the patients had continued at their work 
until the bursting of the appendix. A very valuable means of distin¬ 
guishing diseases of the appendix from trouble in the ctecum was ex¬ 
amination per rectum, from which position it is often easy to distin¬ 
guish the outline of the appendix. Then again reflex pain in the testis 
or in the neck of the bladder should be looked for, the frequent appo¬ 
sition of the appendix to the ureter being remembered. Though in 
some cases early removal should be demanded, yet, in many meddling 
would be disastrous. The use of needles for exploration is bad practice 
and it has yet to be shown that operative interference before the third or 
fourth day is ever called for. With regard to the fatality of reported 
attacks, he has seen patients who had suffered twelve or even twenty 
' attacks. He has seen a number of cases where destructive inflamma¬ 
tion had led to a spontaneous cure. The greatest care should be ex¬ 
ercised in the selection of cases of relapsing typhlitis to be operated 
upon It might be found impossible to remove the appendix when 
cut down upon, as has occurred in his experience; on one occasion a 
removal took him more than an hour. The ureter lay curved and 
twisted in the region of the appendix and he was sure that some day, 
a piece of that tube would be removed by mistake. The normal po- 
stition of the appendix is behind the caecum, it frequently lies in a ver¬ 
tical axis and trouble in it is a well-known cause of perinephritic ab¬ 
scess. He had known the pus extend up even to perforation of the 
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diaphragm. In spite of every precaution, yielding of the cicatrix at 
the seat of operation is exceedingly common, and a method of suturing 
the abdominal wall to prevent this has yet to be demonstrated. It is 
wisest to make the abdominal incision over the adhesions and not into 
the peritoneal cavity and from there into the abscess; the former is a 
little more tedious but decidedly the better practice. After opening 
the abscess, the less that is done the better, beyond putting in a drain¬ 
age tube; certainly the results have been best where the interference 
has been least, and, even if a fecal fistula results, it should be re¬ 
membered that in this region, they frequently undergo a spontaneous 
cure. In many cases approximation of the serous surfaces is impossi¬ 
ble and, where the operation is done in the absence of pus, the stump 
should be fixed to the neighboring peritoneum .—London Lancet , Feb. 
2 r, 1891. 

James E. Pilcher (U. S. Army). 

VIII. Upon Median Abdominal Hernia. By Dr. 0. Witzel. 
Witzel gives a very valuable contribution, based upon his experiences 
at the Bonn clinic, upon the subject of hemiae occuring in the linea 
alba. The ages of the patients varied from 30 to 50 years. According 
to Witzel about one half of cases of this variety of hernia are to be 
referred to a traumatic origin; the trauma consisting in most cases either 
of a violent strain or a forcible backward bending of the body. In 
other cases it may occur without this factor, the fatty tissue in the 
cross-meshes of the linea alba undergoing absorption in connection 
with emaciation, openings occurring in this manner into which, during 
an effort at vomiting for instance, a hemia may be crowded. 

Median abdominal hemite are usually of a mushroom shape, the 
broad portion of which is made up of a somewhat heavy layer of 
sub-peritoneal fat. This is forced through the opening in the 
area of the linea alba by intra-abdominal pressure and together with 
its attached peritoneum forms a funnel shaped investment for the 
hemia proper, although it not infrequently occurs that the sac thus 
formed, and which has been demonstrated a fatty hemia, remains entire 
ly empty, or may be found to contain in conjunction with an increase in 
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size of the tumor most commonly a process of adherent omentum; next 
in frequency intestine is found within the sac of this variety of hernia, 
and more rarely still a portion of the stomach wall. In a case quoted 
from the Bonn clinic there existed three median hernias; the first was 
found to be empty, the second contained omentum, while the third 
was occupied by a loop of intestine. In another case of hypogastric 
hernia the parts about the hernial passage were completely adherent 
to the summit of a loop of small intestine. 

The symptoms of the variety of hernia under consideration are those 
of pain, principally. This is not confined to those cases in which the 
hernia consists of omentum or intestine, or both, but is found to be 
an almost equally prominent symptom in cases where only an empty 
sac is present. In addition there are present gastric symptoms and 
nervous disturbances. As the affliction is quite liable to be mistaken 
for internal affections, frequent examination of patients complaining of 
these symptoms should be made with reference to this condition. This 
examination should not only be made with the patient in the dorsal 
decubitus, but in the upright position as well, with the body bent for¬ 
ward, and at different times following a meal. In view of the fact that 
instances are recorded in which diseased conditions of the stomach and 
duodenum were present in connection with median abdominal hernia, 
this should not be overlooked. 

The most rational and successful means at our command for the 
treatment of this variety of hernia consists of radical operation. After 
isolating the fatty covering of the hernial tumor back to the hernial 
opening, the hernial sac is cleared of this and opened, any adhesions 
present are loosened, and after emptying the sac, the edges of the 
opening are closed by suturing together the abdominal walls, which 
latter have been previously prepared by sliding the one over the other 
until considerable overlapping is obtained. In case of very large 
hernia, the author favors the method of gathering up several folds of its 
peritoneum constituting the sac and suturing this to the abdominal side 
of the ring, somewhat after the manner of MacEwen. In strangulated 
median abdominal hernia an incision is to be made in the neighbor¬ 
hood of the hernial tumor, and the abdominal cavity entered through 
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this. The obstruction to the return of the hernia may be dealt with, as 
well as the condition of the intestines ascertained, through this same 
opening.— Sami. Klin. Vortr. 

G. R. Fowler (Brooklyn.) 

IX. On the Treatment of Strangulated Hernia when 
the Intestine is Gangrenous or Ulcerated. By C. B. Lock- 
wood, F.R.C.S. (London). The communication is based on the 
analysis of cases of hemia, in which the intestine was gangrenous or 
ulcerated, collected from the records of St. Bartholomew’s Hospital, 
and upon the details of two others in the authoi’s own practice. The 
Bartholomew’s cases were treated in the manner laid down by Sir 
William Laurence, namely, “by a free incision of the mortified part, 
in order to unload the distended intestinal canal; or, if the gut should 
have already given way, to divide freely the integument and sac; and to 
leave the subsequent process of cure entirely to nature,” the stricture 
being also divided, if necessary, for the proper flow of faeces. Four of 
the thirty five Bartholomew’s cases recovered, three of them completely; 
one had a fistula eight months after the operation. These patients 
only recovered after-repeated operations, and the details of their cases 
are given. Thirty-one (S8~57%) of the Bartholomew’s cases died, 
and both of the author’s One of the latter had no proper relief from 
the opened bowel, although there was a free passage, and the other 
fatal cases show that this is not at all unusual. The causation of the 
absence of relief is discussed and illustrated with cases, and the con¬ 
clusion is arrived at that the usual operation cannot be depended upon 
to give relief. Next the other causes of death are examined into, and 
it is shown that intra peritoneal or subperitoneal faecal extravasation 
may occur, or that the gangrene or ulceration may continue to spread to 
the bowel within the abdomen, or septic peritonitis may spread from 
the sac to the rest of the peritoneum. Should these dangers be 
escaped, the patient is in danger of dying of inanition. All of 
these accidents are illustrated from the list of cases. The alternatives 
to performing the usual operations are next given, and the statistics of 
treatment by clamp, secondary suture, and of primary resection and 
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suture are mentioned. The conclusion is in favor of primary resection 
and suture, and the rationale of the procedure is briefly described.— 
Proceedings of the Royal Med. aud Chirg. Society , i 8 qi. Author's 
Abstract. 

X. Radical Operation for Hernia in Billroth’s Clinic 
from 1877 to i88g. Haidenthaller. Between the years 1877 and 
1889 there have been ^6 herniotomies performed in the clinic of the 
great Vienna surgeon. Of these 93 were radical operations performed 
upon 89 patients, and 5 were cases treated by Schwalbe’s method of 
alcohol injection. 

The operative procedure usually followed was that of Czerny. In 
40 cases, however, the suture of the abdominal ring was accomplished 
by means of silk, instead of catgut, as in the original Czerny operation. 
Another departure from the latter consisted in permitting the neck of 
the sac, after ligature, to remain in situ , instead of returning it to the 
abdominal cavity. In 8 cases the sac was cut away and the peritoneal 
wound sutured; in 3 cases the neck of the sac was closed by means of 
a purse string suture. 

Excluding the fatal cases, as well as 4 operated upon after Macewen’s 
method, and several others which it was found impossible to follow up 
accurately, of the remaining 78, primary union occurred in 39 with an 
average time of healing of 20 days; in 38 cases cicatrization or secon¬ 
dary union secured with an average duration 45.8 days of healing. In 
crural hernias it was found that there was much less tendency to dis¬ 
turbance of the wound course. In fact, the proportion of those which 
healed by primary union, among crural hernite, was double that which 
was observed as uniting by secondary union. In all hernite the extra¬ 
ordinary fact was observed that those operated upon in a non-strangu- 
lated condition exhibited a much longer duration of the course of heal¬ 
ing than in strangulated hernia. In the cases in which the hernial sac 
was extirpated, union by first intention occurred rather less frequently 
than those in which this was left in situ. In those cases in which partial 
extirpation of the. sac was performed, the after course of the wound 
was somewhat complicated by the occurrence of sloughing of the re- 
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mains of the latter. The mortality of those cases studied with special 
reference to the question of radical cure, and excluding those in which 
the operation was complicated by conditions not necessarily entering 
into the question (strangulation, etc.), amounted to 6.25%. Peri¬ 
tonitis and septicaemia entered largely into the causation of the cases 
which perished. Up to the time of the publication of the paper, 34 
cases could be traced and studied with reference to the final result. 
In 10 cases, and these were hernise of considerable size, relapse had 
taken place; in the remainder, the cure seemed to be permanent. This 
favorable showing, the author declares, may be still further invalidated 
by subsequent relapses. It was observed that in only 4 instances did 
the relapse occur soon after the operation; in the majority of cases this 
occurred later on (three times in the first year; three times in the fifth; 
and in one case in the sixth year.) An interesting point relating to 
the suturing of the ring is observed: As a result of the study of his 
own cases, in connection with those of Leisrink and Anderegg, the 
author concludes that in the inguinal hernice of females first, and next 
those of males, the best results are obtained when the opening is 
sutured. On the contrary, in crural hernia, in both sexes better re¬ 
sults are obtained by not suturing the ring. In all cases it was ob¬ 
served that a longer time elapsed, upon an average, prior to recur¬ 
rence of the hernia, in sutured than in non-sutured cases. It was not 
considered that extirpation on the one hand, or preservation on the 
other, of the hernial sac exercised any influence upon the final result. 

Judgment is reserved regarding Macewen’s operation, inasmuch as 
experience with the same is still limited. The opinion is advanced, 
however, that it will be found too complicated for general adoption, 
and that the process of loosening the sac without removal of the same 
leads to disturbances of wound healing. In the four cases operated 
upon it was found that the loosened sac, either in whole or in part, was 
thrown off. 

The subcutaneous injection of alcohol is looked upon with but 
slight favor in Billroth’s clinic. Brilliant results promised at first in 
this method, but subsequent experience and the final results of those 
operated upon did not fulfill the early hopes entertained. In all cases 
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there formed solid masses of inflammatory infiltration which closed 
the hernial opening. These, however, soon became absorbed, and re¬ 
currence took place, in one instance at the end of fourteen days. 

There are many interesting points, both of an anatomical and clinical 
character, brought out in the paper, not among the least of which are 
the observations relating to the causes wnich operate to favor a recur¬ 
rence of the hernia. The author considers that the bringing about of 
a normal condition of the peritoneum is of greater importance than 
the closure of the hernial opening, although the latter is not to be neg¬ 
lected. In passing he calls attention to the necessity of employing the 
heaviest silk in closing the ring, believing that this favors the forma¬ 
tion of more solid cicatricial tissue. The occurrence of this latter 
alone can only act as an adjuvant, however not preventing but simply 
deferring the final recurrence. A glance at the cases of crural hernia, 
in which sutures were not employed, will reveal the fact that the 
omission of this heretofore considered important point in the operation 
produced no unfavorable influence upon the final result. 

Stress is laid in considering the technique upon the importance in 
those cases in which the sac is not easily loosened, of permitting this 
to remain in situ; but should this latter course be deemed advisable, 
the division of the neck of the sac should never be omitted. The 
manipulation of the parts and the injuries inflicted upon the tissues by 
this as well as tearing the sac loose with the fingers, is to be avoided. 

In contrast with the experience of the Billroth clinic, attention may 
be called to the recent utterances of Lucas Championniere upon the 
mortality following efforts to bring about a radical cure of hernia, in 
cases in which this consideration alone is brought forward (cases of 
uncomplicated and non-strangulated hernia. From May, 1S87, to 
May, 1889, there was operated at the Hospital St. Louis, in Paris, 103 
operations upon cases of this character, without a single fatal case. 
{Bull, et mem. de la soc. de Chir. de Paris , T. xv, p. 636). This favora¬ 
ble showing is attributed to the employment of the most stringent pre¬ 
cautions of an aseptic character.— Archiv. f. kliti. Chir., Bd. xl, p. 
493 - 535 * 


G. R. Fowler (Brooklyn) 



